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Abst ra ct
An individual 's decision topursue a psychiatric residencyfoll ouiing medical school training is
shaped by manyf actors. Beginning residents are cften ill preparedfor the relative impact that the
shiftfrom medical doctortopsychiatric resident entails. This paper reviews the literature regarding
demographic and psychological fa ctors relating to recruitment, dynamic and practical issues
confronting the beginning resident, and various coping stylesadopted. Thesefactors areconsidered in
the context ofan inpatient setting wherethe maj ority qfresidents begin their training. Muchofthe
resident response is seen as adaptive and a numberofstrategiesforcoping aresuggested.
INTRODUCTION
The decision to en te r th e field of psychi at ry is shaped by ma ny factors. Any
resid en cy period is a time of grea t st ress, a nd psychi at ric training is no exception.
Although com mon issu es are sha re d in all progr ams, psychi at ry presen ts it s own
specia l cha lle nges.
More than two decad es ag o, Merklin and Little (I ) used th e term " Beginning
Psychia try Training Syndrome" to describe a "psychological response occurring th e
first yea r of psychiatric training and charac te rized by tran sit ory neu ro tic sym ptoms,
psych osomatic d isturbances and sym pto matic beh aviou r. " T hey bel ieved tha t th e
hospital enviro nment in th e first yea r together with the cha racte ristics of those
peopl e wh o choose psychi at ry were th e two major fac tors which influence th e
development of th e syndrome. In our opinion th e term "syndro me" should not be
used as it implies a patholog ical or unhealthy response to wha t is in fac t a necessary
phase of professional life for any aspiring psychiatrist.
This paper explores th e uniquen ess of psychi at ry as a me dica l specialty and
resultant implications for th e beginning resid ent. Factors re lated to career choice in
psychi atry, issu es related to en te ring psychiat ry, and responses to begin ning training
will be conside re d.
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I. FACTORS RELATED TO CAREER CH O IC E IN PSYCHIATRY
Why ph ysicians choose psychi at ry is th e subj ect of mu ch spec ula t ion an d little
research (2,3) . The lit erature looks a t both demographic (2,4,5) a nd psychological
factors (3,6). Obviously th e two a re interrelat ed. The choice is ce r tainly a comp lex
on e and th e future psychiatric resident population is het erogen eou s.
Jl. Demographic Factors
Studen ts have been stud ied ea rly in th eir medica l ca ree rs, a nd th en reviewed
once th ey have com pleted th e psychi atric compone nt of their medi ca l t ra ining. As
described in a review a r t icle by Eagle a nd Marcos (2), two groups have been
identified. In th e first are th ose wh o mad e th e decision to becom e psychiat r ists pr ior
to en te r ing medi cal school. These individuals are less int erest ed in clin ical me d icine.
The sec ond group mak es th e decision lat er on during th e medi cal training, often
ba sed on th e clinical clerkship experience . Peopl e in this g roup are es pec ia lly
interest ed in th e humanities a nd soc ia l sciences, but a re a lso mo re in terest ed than
th e first group in th e medi cal cu rriculum (2-4) .
So me have eq ua ted thi s second group wit h th e gro up th at en te rs pr im a ry ca re
medicine, a nd argue th at both t raining progra ms are com pe t ing for th e sam e group
of t ra inees (2,4 ,7) . So me au t ho rs who view pr imary ca re a nd psychi a tric students as
sha ring a simila r person al it y cons te lla t ion sugges t th a t th e decision eithe r way is
influ enced by socioecono mic varia bles (2,7).
Others believe th at th e two gro ups a re basicall y di fferen t. Additionall y, 50-75%
of medi cal stude n ts will cha ng e th eir ca ree r plan s during the course of th ei r tra ining
(2). Weissman et a l (4) showed th at th e clerkship rot ation in psychi a t ry is th e mos t
import ant medi cal school exper ience whi ch influ en ces stude n ts to choose psychi a try.
B. Psychological Factors
Vailla n t (6) hypothesized th at t rou bled ph ysician s may a tte m pt to comp ensat e
for unh appiness in child hood by giving others th e ca re th a t th ey wish ed th ey had
received. He found th at ph ysician s involved in d irect pa tien t ca re (includi ng psychia-
t ris ts) were more likely than non -ph ysician con t ro ls a nd no n-p a tien t care ph ysicia ns
to have relat ively poor marriages, to heavily use drugs a nd alcohol, a nd to see k
person al psychotherapy. How ever, it was only th e ph ysician s who wer e poorly
adjust ed as child ren a nd adolescen ts who appeared vu lnerab le to th ese put a tive
occupa t ional hazards. The findings were incon clu sive as the sa m ple size as well as the
di fferen ces found between ph ysician s and non- physician s were rela tively sma ll.
The hypothesis regarding physician s' psychologica l motivation s to pract ice
medi cin e has been ex te nde d more spec ifica lly to psychiatrist s. Frank and Pa ris'
su rvey of th e lit erature sugge sts two mai n hypotheses rega rd ing th e fam ily ba ck-
grounds of psychi atrist s (3). The " wounde d healer" th eory sugges ts th at psychia trists
are motivated to resolve person al conflicts th rou gh t heir wor k. T he " fa mily heal er"
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theory implies that psychiatrists are motivated to treat family members th ro ug h
their work. Frank and Paris com pa re d psychi atrist s with non -psychi a trists. They
found some evide nce to suppor t th e first hypothesis but little to suppo r t the second.
Interestingly, th eir results were similar for gen eral psych iatrist s as we ll as psychia-
trists identified primarily as psychotherapists. The major drawback to th is st udy
involv es a low ( <50"10) return rate of th eir qu estionnaire. It is a lso based on adu lt
recoll ecti ons of child hood whi ch may represent distortion. Neverthe less, it empiri-
ca lly address es an issu e whi ch as mentioned ha s not been rigorou sly invest iga ted in
lit erature.
Despit e recognition that people now ente ring psychi atry endo rse in terest s in a
diverse range of subspecialties , th ere has been little writt en abou t th e characte ristics
of th ese subgroups of individuals. Consequently, th ere is a need for ongoi ng research
a nd evalua t ion of th e s tude n ts to keep abreast of this pot ent ial demogra phic and
psychological diversit y.
II. ISSUES RELATED TO ENTERING PSYCHIATRY
The sco pe of psychi at ry is diverse, a nd th e field con t inues to grow as scientific
di scoveries eme rge . A huge challe nge to practition ers involves integrati ng newer (eg .
neuro-scientific) dis coveri es with existing conce ptua l mod els (8). Psychi atrists en-
dorse different th eoreti cal ori entations, a nd this ca n be overwhelming for th e new
resid ent. Resid ents will a lso tend to ad opt particul ar psychi atric orie nta t ions. Ex-
amples include th e pot ential neuroscientist s, psych opha rm acologist s, or more psycho-
dynamically ori ent ed individuals. C learly th e fit between or ienta t ion of supervisor
and se tt ing , and th e resid ent who is beginning training will be important factors.
Book (9) describes a number of stresses whi ch ca n lead to anxiet y during the process
of becoming a psychotherapist. These include loss of th e " me d ica l model ," dev elop-
ment of th e psych odynamic mod el a nd of psych otherap eutic skills, as well as
difficulties associated with th e treatment process. Althou gh Book associated th ese
st res ses with becoming a psychotherapist , many of th e issu es bea r re levance to
beginning gen eral psychiatry training and not just psychotherap y. This pap er will
conside r th ese st re sses , and will broaden th em to include th e con te xt of a general
psychi at ry inpatient se tt ing as this is whe re th e maj ority of res iden ts begin th eir
training.
A . Giving Up The "Medical Model"
In it s ideal form, th e medi cal mod el lends itsel f to immedi at e gratifica tion of th e
ph ysician 's narcissistic needs. Examples a re readily a ppa re nt in surgery, where a
troublesome ga llbladde r is removed a nd th e patient no lon ger suffers from biliary
colic. In th ese cases th e patient is viewed more as a " disease" than as th e "diseased."
Psychiatry and particularly th e field of psych otherap y cha nges some of this to varyi ng
degrees. Patients a re people, and not just dis ea ses. This di ffers so mewhat on an
inpatient ward wh ere th e majority of first year resid ents begin th eir trai ning. In th is
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se t ting treatments a re ofte n mainly biological , and perhaps this helps ease th e
transition from the rest of medi cine. Neverthe less, even here there is more em phas is
on social a nd family histories.
Entry into psychi atry represents a n in teresting tran si tion from in ternship-no
more lab coats , no more instruments, and a mor e humane ca ll schedule. These are
for th e most part very a tt rac t ive cha nges, but th ey also symbolize a loss. The resid ent
is launch ed into a new role-id entity crisis; from physician to st udent of psychiatry.
The focus mo ves away from medi cal probl ems, a nd eme rgencies take on a very
different nature. This ca n be a time for mu ch se lf qu es tio ning a nd rumination-
rumination ove r ca reer cho ice and th e ro le th e many years of medical training play in
psychi at ry (9). U nlike as piring medi cal or surg ica l resid ents, whose medi cal schoo l
t raining has em phas ized teach ing in th ese areas, many incoming psychiat ric resi-
dents have had little prior expe rience in psychi at ry unless th ey previously soug ht
elec tives in this field (5). The resid ent 's pa st deal ings with losses will influ en ce
curre n t handling of th e loss described.
The se lf-que st ioning is onl y aggr avated in a ge ne ra l hosp it al se tting where th ere
ca n be a feeling of alienat ion from medi cal colleagues who have describ ed psychiat ry
as un scientific, imprecise, ine ffec tive and low in sta tus when com pared with othe r
br an ch es of medi cin e ( 10, II ). A new resid ent has t rouble ex plaining th e differen ces
th a t exist between psychi at ry a nd more traditional medi cine main ly because thi s is a
time whe n he or she is st ruggling with th ese very issu es. Book (9) suggests tha t th e
psych iatric res ide n t is th e recip ient of projectio ns from non-psychiatric resid ents
which involve th eir own feelings of inad equacy in th ei r ro les . One cannot overlook the
varied non-physician responses to psychiatry. Man y do not conside r psychiatrist s to be
" re al doctors" and have difficulty understanding th e need for medi cal training, a view
whi ch was refl ect ed in res ponses of medi cal st ude n ts in a 1982 survey ( II) .
B. Development cfPsychological Mi ndedness
The psych odynamic mod el or a ny other pr ed omina ntly psychotherapeutic model
involves developing compe te nce in using th e se lf, and not the labora tory, as th e
prima ry instrument of both diagn osis a nd treatment (9). As competence develops,
th e resid ent ofte n turns these new skills inward-this ca n ge ne rate anxiet y and
incr ea se awa re ness of his/her own conflicts a nd a reas of di fficulty. T his is a useful
st ep, but a t an ea rly stage, in the un skill ed , a blurring of th e boundaries between
patient and th erapist ca n take place, a nd can lead to over- ide nt ificatio n with th e
patient (1,9,12,13) . The anxiet y provoked is not helped by th e abse nce of objective
diagnostic measures that ca n be very re ass uring to th e hypochondriacal medical
student. The boundary in psychiatry between sickness a nd health is an arbitrary on e,
a nd who ca n confidently defin e it obj ectiv ely? Resid ents may meet pa tients who
present with simila r difficulties, simila r conflicts a nd ala r mi ng ly simi la r personal and
family histories to th eir own.
Residents struggl e to learn th e psych odynamic model which is new and strange
a t th e same time that th ey are learning and applying a more biological type approach
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on an inpatient unit. The psychodynamic mod el req uires a major sh ift in focus from
th e medi cal model and ofte n occurs without adequate discussion and supervision.
Primary supe rvisors in th e first yea r may not be primarily psych odyna mically
oriented. This may wid en th e split between th e biological a nd psychodyna mic models ,
and th e resident may experie nce difficulty developing a conviction that psychody-
namic th eory a nd lon g term psychotherap eutic treatment are meaningful.
C. Assuming Th erapeutic Responsibil ities
Inpatients are a mo ng th e most difficult patients to trea t and are usually treat ed
by th e least expe rienced residents. They are more likely to ca rry mult iple diagnoses
on several axe s of th e DSM cla ssification , and may be regressed a nd refract ory to
va rious treatment opt ions . This ca n elicit feelings of hop elessn ess and helpl essn ess in
an inexperien ced resident. Regarding ou tpatie n t psychoth era py, it is oft en difficult to
find appropriate patients for insight orien te d work as man y of th ese pa tient s fall to
th e domain of th e expe rience d th erapi st. Intolerabl e cou n ter transferen ce feelings
evoked by ou tpa t ients ca n sometimes be viewe d by the res ident as evidence of his/her
own severe psychopathology (9) .
There is ofte n a discr ep ancy bet ween in -pati ent unit staff ex pectations and
resid ent skill. All too ofte n st aff a re naive to th e level of knowled ge of the beginning
resid ent. As mention ed pr eviou sly, th e psychi a tric residen t may have had little
ex pos ure to this specialt y in medi cal schoo l (5) . Un it staff may have much more skill
psychi atricall y. Chessick (14) com me nts th at " the environment expects t he resident
to have ca pacit ies of em pa thic understanding a nd beh avioral observa tion which he
has not ye t devel op ed ." Learning to work with a tea m and to use t he word "we" in
decision making may be a new conce pt for the resident. Shershow ( 15) commented
th at " the re are obvious transferen ce ph en omen a within th e fabric of staff in teraction
th at may se rve as severe st re sses to th e resid ent. " He believes t ha t th e group dynamic
on a n inpatient ward cont r ibu tes st ro ng ly to regressive behaviors obs erved in
inpa t ie n t resid ents.
As opposed to classic medi cal treatment , psychi atric treatment e mphas izes a
" do with" as opposed to a "do for " approach (16) . Furthermore, cha nges in response
to psychi atric medi cation occur com pa rative ly slowly-antidepressant an d neurolep-
tic trial s can run for weeks. The timing a nd approach ca n become even more
fru strating with outpatient psych otherapy. Maj or movements a nd changes may not
occur until th e second yea r of treatment (9,12) . This lack of ea rly th erap eu t ic cha nge
is unfortunate as it occurs a t a time wh en t he resid ent 's se lf-esteem and professional
grat ifica tion are a lready low. These expe riences ca n be fr us trating to a res ident
whose training was medi cal more th an psychi atric.
"Role shift " refers to the various hats that psychiatrists must wear in treating
patients. The most marked shifts in first yea r have to do with a pr edominan t ly
biologic approach on th e ward, and a dynamic psych otherap eu tic approach taught in
psychotherapy supervision a nd se mina rs. These approach es seem so differen t , and
th e many typ es of th erapies offered ca n be overwhelming. Dep ending on the
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th eoretical frame of reference, th ere may be profound differen ces of opin ion regard-
ing even basic aspects of patient care (17 ,18). The type of treatment offered to a
patient with a particular symptom, or group of symptoms most often depends on th e
training background of th e treating professional ( 19). More recently th ere has been
a n interest in eclect icism in psychiatry; namely, cons idering a ran ge of th eoret ical
mod els in clinical cases and integrating treatment mod aliti es based on t he need s of
th e individual in qu estion (18,1 9).
At a superfi cia llcvel psychopharmacological treatment in thi s se t ti ng is a ma tt er
of learning th e basic as pects of antidepressant , antipsych oti c and a nx iolyt ic agen ts
a nd using th em accord ingly. However, th e pr escribing of med ication is influ en ced by
transferen ce a nd coun te r t ra ns fere nce as mu ch as is a ny ot her form of t reatment. As
described by Gabbard (20), dynamicall y informed ph armacoth erap y ca n significan tly
enha nce th e effectiveness of treatment. This is true whet her or not form a l psycho-
th erapy is part of th e t reatment. Traditionally, th ere has been a split bet ween
psychotherapy and pharmacotherapy. Despit e th e com petit ion, research add ress ing
this issu e provides evide nce for a better outcom e with a com bine d a pproach th a n with
eithe r psychotherapy or pharmacotherapy al on e (2 1). C linicia ns a nd t rai ning resi-
dents mu st th erefore learn to practi ce a challeng ing du al ro le (22). T hey mus t
appro ac h th e patient sim ult a neo us ly as a person who is suffering, and as a di seased
cen t ra l nervou s syste m. Such a pr ocess involves balan cing th e sh ift be tween an
em pa thic psychodynamic approach a nd a mo re tradition al medi cal model approach.
Residents are oft en plunged into th e role of teaching medi cal studen ts. T eaching
ca n be sa t isfying to a new resident in confir ming th at he/ sh e does have so me
kn owled ge to impart. However, a lthoug h " na tu ral teachers" do exist, for most of us
teaching is a skill that evolves over time. There is little if any for mal pr epa ra tion or
instructi on in how to assume this ro le. T eaching duties may be expe rienced as an
overwhelming bu rd en for a new resident a tt em pting to ass imila te a nd deal wi th th e
transition to psychiat ry without adeq ua te suppo r t.
III. RESPO NSES TO BEGINNING TRAI NING
How does th e resid ent respond to this vast a rray of st res so rs? T here are many
possibilities . Init ially, th ere is often a n incr eased int eres t in conco m ita n t med ical
disorders a nd th eir man agement ( 1,9, 12,13, 16,17). An inp at ien t ward lends itse lf to
th ese as th e resident typically man ages both t he psychi atric a nd th e physical
problems of th e patients. Ov er-identification with patient s may lead to eventua l
decrease in person al involvem ent. Resid ents may turn away from psychoth era py as a
t rea tmen t method a nd develop a nd int en se biologic int erest th at was not pr eviously
pr esent. Hall eck a nd Wood s ( 12) mad e an interes t ing poi n t. " Ma ny resid ents never
seem to reach th e potential th ey initially promised . It is a lmost as if, in a n effo rt to
ac hieve so me sor t of equilibr ium .. . th ey say to th emselves: ' this is as fa r as I go a nd
as goo d as I a m go ing to be. Any furth er improvem ent would necessi ta te a nxie ty
whi ch I a m not willing to experience ' ." Pasnau a nd Bayley collec ted psychological
data on psychi atry resid ents befor e a nd a fter one yea r of training (23) . They
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demonstrated a marked incr ease in depression in all residen ts. C hessick (14)
describes a " fligh t fro m a nxie ty" in whi ch resid ents const rict the mse lves III a
" na rc issist ic sel f limiting fashi on ." Or, the resid ent may succumb to what O rn st ein
(24) describes as dan gerous " uncrit ical eclect icism" resulting in a resident who
spreads him /herself too thin a nd la tches onto what ever phil osophy is pop ular-
convince d that he / sh e is sa fe so lon g he / sh e ca n view thi s pa rt icu lar viewpoint as
fac tua l. A most destructi ve sce na rio involves " the ra pe u t ic nihilism " in which the
resid ent does not believe in his/her chose n field nor it s methods of trea tment. Some
residents choose to drop ou t alt oget her (9, 17).
Merklin a nd Little ( 1) feel th at th ese responses represent a n adaptive response
of th e new resident to his /her new environme nt. Obviou sly it is esse ntia l th at the
resid ent resolve th e a nxie t ies which have been pr esent ed. As he/ she assimila tes,
underst ands a nd works th rough th ese d ifficulties, he / sh e will become a bett er
psychi a tri st -therapist. It is a lso true that during th e t im e t hese expe riences are
occurr ing th ey are difficult to process. It is ofte n onl y in retrospect th at the various
factors becom e more appa re n t and begin to fall into place.
RECOMM ENDATIO NS
For some, th e passa ge of time (experi en ce) with or witho ut personal psycho-
th erap y (1) se rve as facilit ators in th e transition to res idency. Wh ere possible
add it iona l profession al su pport may be offered . These var iables may provide th e
resid ent with a framework with whi ch to in tegra te th eoret ica l a nd pr acti cal experi-
e nces a nd a pprecia te dynamic fact or s which ofte n lead to cove r t fru stra tion s on an
inpati ent unit.
"Professional suppor t" refers to program relat ed elements which ca n be helpful
in minimizin g st ress a nd easing th e ro le t ran sition. Supervi sion is a sig nificant
com pone n t of psych ia tric resid en cy ed uca t ion. G iven the d iversit y of a pproaches and
treatm ent mod aliti es ( 17-19), it is import ant th at resident s are expose d to a unifying
mo del- the inpatient team approa ch com posed of a varie ty of mental hea lth
pr ofessionals who collabora te in sha ring th eir expert ise provides th e resid ent with a
br oad er fram ework.
Althou gh exposure to man y expe rience d psychi at rist s is import ant , th c res ident
will benefit more fully in his/her deve lop ment if th ere is a limit ed number of close
supervisors (25) . This focu s is helpful in promoting identification with a supe rvisor
who ca n ac t as a mentor to fost er th e resid ent's own person al pr ofession al identit y to
develop a nd th erefore his/her own particul ar style and approach. The supe rvisor ca n
mo de l respect a nd ca ring for patient s in his/her t rea tment of th e resid ent (26) and
should demonstrat e a n a ppreciat ion of the cha lle nges which a re being faced by the
beginning resident. Addition ally, resid ents sho uld have th e ben efit , espec ia lly early
on, of watching th eir supe rvisors as th ey intervi ew a nd treat pat ients (27 ,28) .
Perez et al exa mined resid ents' perception s towards psychotherap y tra ining in a
nationwide survey of C an adi an resid ents (26) . O f th e 50% who responded th ere was a
pos it ive assoc ia t ion between th e amount of supervision and resid ents' eva lua t ion of
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th eir training. Based on th ese findings, cons ide ra tion might be given to allocating
more time for psych otherapy supe rvision, or to supe rvision in general.
A recent su rvey by Pate a nd Wolff (29) invo lving resid en ts a t Baylor College of
Medicin e in Houston, T exas, corro bora tes th e core fact or s lead ing to resid ent
satisfaction with supervision identified in the Perez study. T hese incl ude : rapport
with th e resid ent , teaching ability and fund of knowled ge. Carefu l selection of
supervisors by th e ed uca t iona l administration ca n help to enha nce the beginning
res ident 's expe rience. There is also a rol e for training of supervisors.
Recently a trial of " me nto r small groups" was undertak en at th e Universi ty of
T oronto in th e Department of Psychi a t ry during th e early months of training. It s goa l
was to ass ist first year resid en ts in th eir transit ion from general medi cin e or
internship to psychiat ry and was based on recommendat ion s by the Resident Stress
and Management Subco m mittee (30) . Groups cons iste d of five to eigh t first yea r
resid ents with more se nior residents as group mentors. These were non-therapeutic
gro ups designed to provide a for um for residents to sha re in forma tion, incr ease
aware ness of stressors and cha llenges in first year residen cy a nd share coping
strategies. At a pr acti cal level th ey were also design ed to provide information to
resid ents a bou t th e workings of th e system including d ifficu lt ies wit h eme rge ncy call,
ad minist ration, relation ships with staff a nd peers, an d finding a ba lance between
person al a nd profession al respon sibilities. Althou gh a formal survey is not ava ilable,
many resid ents found this helpful , es pecia lly during the early port ion of resid en cy
until othe r so urces of suppo r t we re es tablishe d.
The Chief Resid ent may a lso use his/her position as a peer to share personal
expe rience s with new residents (3 1). Weekl y resid ent lun ch es organized by th e chief
resid ent provid e a forum for co-ope ra t ion a mo ngs t peers of va rious levels of training.
Additionally, th ey may help to diminish peer gro up com pe ti tion, and facilitat e a
supportive, frie ndly training enviro nme nt.
In conclus ion, th e pr ocess of ente r ing th e psychi atric world a nd wor king through
th e variou s difficulties enco un te re d pr esents th e new resident wit h a difficult but
rewarding challe nge. A cleare r unders tand ing of th e issues and recognit ion of th e
ex perience as an esse nt ia l as pect of training may be usefu l for bo th resident and
supervisor in fost ering th is im po rtant ph ase of personal and pro fessional develop-
ment.
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